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TO: REGIONAL ADMINISTRATOR 4. PROPOSED EFFECTIVE DATE
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5. TYPE OF PLAN MATERIAL (Check One):

[CI NEW STATE PLAN [ ] AMENDMENT TO BE CONSIDERED AS NEW PLAN X AMENDMENT
COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment)
6. FEDERAL STATUTE/REGULATION CITATION: 7. FEDERAL BUDGET IMPACT:
42 CFR 447.405, 447.410, 447.415 a. FFY 01/01/13-09/30/13  $ 171,417,211
b. FFY 10/01/13-09/30/14  $ 226,632,006
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Attachment 4.19-B: Pages 1.11, 1,12, 1.13, 1.14, 1.15, 1.16

10. SUBJECT OF AMENDMENT:
Increase Primary Care Service Payments for Physicians
{(FMAP = 160%)
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